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1. PLACE OF DEATH 2. USUAL RE$IDENCE (Where deccased lived. [f institution: Residence ‘before

A COUN’ﬁ inecoln i o a. STATE ™ Ce b. _COUNTYLi ncoln admission)
b. C(l)'l"l\' (If-cutside corporate limits, give TOWNSHIP only) Length of stay in 1b . ¢; CITY . Irwide Limits

TOWN- T?-gj’ BED FOR.D 2}4 hrs rg{lnm TI?O]_ Ye: [J Ns g

Iﬁ _5‘470 <. FULL MAME:OF (If NOT 'in hospltal, ive location) tnside Limits d. STREET [ outside, give: location) Reside on Fatm

—_— HOSPITAL OR & % &ﬁ ' X ADDRESS ) :

T weriunon 1 ARG8T E1 CRBBEY £a1 Yeu O Nexd Near City Limits |Y=0 %g
3 . 3. NAME OF DECEASED First- : ff«iddil Last 4. DATE Month Day Yeer
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. __Archie Cemeron  Taylor DEAH  Hep L r
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EETHSHR R oo 1 retred) Farm Lincoln County, Mo} U.S.A.

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ) i -1 4. NAME OF HUSBAND OR WIFE

Williem A. Ta ylor - Sara Ann Hamrnock Lucsr Drvden Tavlor
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 15, SOCIAL SECURITY NO. R
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PART |. DEATH WAS CAUSED BY: . : ONSET-AND DEATH
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20d. INJURY OCCURRED. .20e. PLACE: OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY-
WHILE AT WORK farm, factary, street, office bldg., etc.}

|
NOT WHILE AT WORK [ L Ry, s

> B - her
21. | attended the deceased fron - %_B_And last saw hlmalwe on
Desth occurred : on thedate:steted above, and to'the best of my knowledge, from the causes stated.
_ ) .
22a. NONATHRE { ﬂ {Degree :% M 22, _A?gg_ : 22c. DATE AIGHED
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f FUNERAL .DIRECTOR ADDRESS 2. DATE RECD. BY LOCAL REG!

mpgﬁ}fjﬁg_‘l TROY, ¥O0. = |2-5- /943

*_ (Licensed Embalmer’s Statement on Revarse Side)
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: OR
TYPEWRITER RIBBON
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BY AFFIDAVIT OF

ITEM NO.
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- 7 - STATEMENT BYVLICENSED -EMBALMER

4 RS .

I hereby certify that the body whose rame is recorded on the reverse side of this certificate was. embalmed by me,

or by e Student Embalmer No.

working under my personal supervision.
Student. ) Signedwé@é__

Signature.of Student Embalmer

lLicensed Embalmer No

h . .
v

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

with the above. constitutes grounds for revocation of license).
If embalmed by.a .STUDENT, he also shall sign in_his OWN handwrmng
if this body is not embaimed, fact should. be so stated’ above. *
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